
 PATIENT's MEDICAID/MCI#(3):

     � Cigna

     � Uninsured                � Underinsured

 PROVIDER's COMPLETE ADDRESS(2):

 Other: _________________    ����1    ����2    ����3    ����4 � � � � 

 Rabies:  ����Pre ����Post    ����1    ����2    ����3    ����4    ����5 ���� sanofi pasteur      ���� Novartis

 DTaP/IPV (Kinrix)

 Zoster (Shingles)

���� sanofi pasteur      ���� GlaxoSmithKline

   ����1

VACCINE

   ����1    ����2    ����3
   ����1    ����2    ����3

 Influenza
 HPV

 DTaP/Hib/IPV (Pentacel)    ����1    ����2    ����3    ����4
   ����1

���� Merck

���� Merck

_____/_____/________

IMMUNIZATION(s)  ADMINISTERED(16)

   ����1    ����2

VACCINE  LOT  NUMBER

     � American Indian/Alaskan Native
     � Unisured

 DTaP
 DT

���� Merck

���� sanofi pasteur

���� Wyeth/Lederle

���� Merck

   ����1    ����2    ����3    ����4    ����5
   ����1

���� Merck                       ���� GlaxoSmithKline

���� GlaxoSmithKline

   ����1    ����2    ����3
   ����1    ����2    ����3    ����4
   ����1    ����2    ����3
   ����1    ����2    ����3    ����4    ����5

  � Nationwide

   ����1    ����2    ����3    ����4    ����5
   ����1    ����2    ����3

   ����1    ����2

���� Merck

PATIENT  INFORMATION

 ETHNICITY(8):  �Hispanic  �Non-Hispanic 

PROVIDER  INFORMATION

���� Private Insurance(14):

 DOB(6):          /          /    

 RACE(9):  �Caucasian  �African American  �Asian/Pacific Islander  �Am. Indian/Alaskan Native  �Other  (Specify):

             
                

                 REPORTING  RECORD       

     � Other  (Specify):_________________

     � Medicaid:  (Pick One)  � Primary  � Secondary

���� 317 Funding (Public  
    Clinics Only)(13)

INSURANCE  COVERAGE
���� VFC Eligible(11):

 Rotavirus: ����2 dose ����3 dose

 Hep A/B

 Varicella
 Tdap
 Td

 Pneu. Poly (23)

 Menincon (Menatra)

 IPV

 Pneu Con (Prevnar)

����MMR  ����MMR/V (Proquad)

 Hep A

 DTaP/HepB/IPV (Pediarix)

 Hib
 HepB/Hib (Comvax)

 Hep B (2 dose)

 Hep B

SERIES NUMBER

   ����1    ����2    ����3    ����4    ����5

VACCINE  MANUFACTURER

     � Aetna     � Insurance Without Immunization Coverage

���� sanofi pasteur

     � AmeriHealth
     � BC/BS     � Medicaid Managed Care  (Specify):_________________

   ����1    ����2
   ����1    ����2    ����3    ����4
   ����1    ����2

   ����1    ����2    ����3    ����4    ����5

���� Merck

���� sanofi pasteur       ���� Merck

���� Merck

���� Merck                      ���� GlaxoSmithKline   ����1    ����2    ����3

   ����1
   ����1    ����2

���� sanofi pasteur

���� Merck                       ���� GlaxoSmithKline

���� Merck

���� GSK

���� sanofi pasteur

���� sanofi pasteur      ���� GlaxoSmithKline

���� GlaxoSmithKline

 NPI # or Group #:

���� Delaware Healthy 
    Children Program(12)

   � Correction

   � History

 PROVIDER's NAME(1) :

���� Adult HPV Vaccine Program(15):

 SEX(5): �Male �Female

DATE OF IMMUNIZATION(10)

IMPORTANT

 PATIENT's NAME(4):

 CITY, STATE ZIP CODE:

 PATIENT's ADDRESS(7):

     � Coventry

  � Provident
  � Prudential
  � Travelers
  � United Health Care



La Red Health Center (302) 855-1233
505-A West Market Street
Georgetown, DE 19947

Westside Health Center (302) 655-5822
1802 West 4th Street
Wilmington, DE 19805

Delmarva Rural Ministries (302) 678-2000
11095 S. Bradford Street
Dover, DE 19904

Henrietta Johnson Medical Center
Riverside location (302) 761-4610
700 Lea Blvd., Suite 201
Wilmington, DE 19802

(REVISED: 12/2008) DOC# 35-05-02/99/0408

Immunization History

12) Delaware Healthy Children Program (DHCP):  Check only if patient has insurance coverage with DHCP.
13) 317 Funding:  Check mark if you are a public clinic (i.e. school based wellness centers and Public Health clinics) 
      using public funded vaccine for non VFC-eligible patients.  Please call the Immunization Program with any questions at 
      1-800-282-8672.

15) Adult HPV Program:  Check mark if patient is vaccinated using vaccine from the Adult HPV Vaccine Program.
14) Private Insurance:  Check if patient has any private health care insurance even if insurance does not cover immunizations.

16) Immunization(s) Administered:  Check all immunizations administered to the patient on the date documented in #12 and 
      include the vaccine maufacturer and vaccine lot number.

601 New Castle Avenue
Wilmington, DE 19801

 7)  Patient Address:  Enter (please print)  the address of the patient.

11) VFC-eligible:  Check for VFC eligible clients and indicate the eligibility criteria.

Patients in the category of "Insurance Without Immunization Coverage"  should be referred to a Federally Qualified 
Health Center (FQHC) in order to receive VFC vaccine.  Below is a list of FQHCs in Delaware: 

Henrietta Johnson Medical Center

10) Date of Immunization:  Enter the date the immunization(s) to be reported was administered.

Southbridge location (302) 655-6187

IMMUNIZATION REPORTING RECORD INSTRUCTIONS

 1)  Provider Name:  Enter (please print) the name of the provider and/or group practice reporting the immunization.
 2)  Provider Address:  Check the appropriate box and enter (please print) the provider/group address only if this is a new 
      reporting provider/group or a change of address.

 6)  Date of Birth:  Enter the patient's date of birth.

 9)  Race:  Check the appropriate box.
 8)  Ethnicity:  Check the appropriate box.

 3)  Patient Meicaid/MCI#:  Enter the Medicaid or MCI (Master Client Index) number of the patient.
 4)  Patient Name:  Enter (please print) the name of the patient.
 5)  Sex:  Check mark the appropriate box.

RETURN COMPLETED FORM TO:      Delaware Division of Public Health
                                                                Immunization Program
                                                                540 S. DuPont Hwy., Ste. 4
                                                                Dover, DE 19901


